w.hen Dr. Batten's case was first in hospital, he was able to add one fact which excluded it being functional, namely, the development of complete pure motor aphasia and right hemiplegia of the typical exhaustion type, with an extensor response after the epileptiform attacks, which disappeared gradually.
Dr. BATTEN, in reply, said he showed his case a second time because he had seen Dr. Campbell Thomson's case, and it seemed so similar that he thought it would be useful to compare the two. Having had this case under observation for four years and having seen the definite Jacksonian attacks, with loss of consciousness, biting of the tongue, and involuntary micturition, he thought there could be no doubt of its organic nature. He did not think there was any ground for saying those symptoms occurred in functional disease. The case had been trephined because the symptoms seemed to be so definitely localized. Mr. Armour exposed the motor area of the cortex on the left side.
-He was glad he did not explore the cortex, because in such a case as this, in which the movements started in the thumb and fingers on the right side, a, condition of aphasia might most easily be produced. In regard to Dr. Thomson's case he thought it very desirable that there should be exploration, without which one could not say whether the lesion was deeply situated or on the surface of the cortex. He did not doubt it was organic.
Dr. CAAMPBELL THOMSON, in reply, said the question of functional disease in his case had been carefully considered, and though in regard to the physical signs there was at first very little on which to base a positive statement that it was organic, he confessed that when the symptoms enumerated occurred in hospital he thought they sufficed for regarding the case as organic. If such symptoms could occur in functional disease the whole aspect of such cases was altered. He wished for opinions as to whether the cortex should be explored; his own view was that it should be done.
A Case of Extreme Lordosis of two years standing in a
Woman, aged 32.
By CAMPBELL THOMSON, M.D.
THE patient dates her trouble from a fright which she received in August, 1906, and after which she states she "felt something give" in her back, and on looking in a mirror she then for the first time noticed an alteration in the shape of her back. Further inquiry, however, makes it seem likely that the onset was inore gradual. There was never any pain, but the curvature has gradually increased.
On January 28, 1908, the patient came into the Middlesex Hospital under the care of Mr. Pearce Gould, to whom I am indebted for per-mission to show the case. There is at present a very marked degree of lordosis, which is associated with a strong contraction of the erector spinae muscles, and, moreover, this contraction does not disappear when the patient is deeply antesthetised with chloroform. There is no tenderness or pain and there is no lateral curvature. Nothing abnormal has been discovered in the hip-joints. The knee-jerks are often difficult to obtain owing to rigidity of muscles, but when obtained they are brisk. There is a pseudo-ankle-clonus, and an extensor response of the plantar reflex has been obtained on both sides, but this sign is very variable. The left foot shows a tendency towards pes cavus. There is no loss of sensation and no incoordination. Nothing abnormal has been noted in the eyes. The speech is perhaps rather slow, and the mental condition does not seem quite normal. There is also a tendency to neurosis in the family, one brother having suffered from "religious mania."
The frequent elicitation of an extensor response, together with the complete persistence of the muscular contraction during deep aneesthesia, makes it doubtful if the condition can safely be regarded as one of purely functional origin, and the question arises as to whether it is a case which can be included in the group of family diseases, and in this respect a further point of interest arises from a statement of the patient that one of her sisters has a similar curvature, but this has not at present been verified.
DISCUSSION.
Dr. WILFRED HARRIS said he had had an opportunity of seeing a similar lordosis in a boy-similar in position and nearly similar in degree. The symptoms developed suddenly under a typical mental shock. He was put under an anaesthetic and, as in Dr. Thomson's case, the lordosis could not be reduced. He did not think that inability excluded hysteria. In his own case the lordosis had been present five months when the ancesthetic was given. He thought true contraction could take place in the ligaments as a result of hysterical contracture. In this woman the symptoms developed after the death of her mother. Her brother had religious mania and her sister had some degree of spinal curvature. He could not accept Dr. Thomson's dictum as to the plantar reflexes being extensor. The left was, in his opinion, flexor, the right doubtful.
Dr. ORMEROD said he thought the left reflex was definitely flexor; the right, sometimes extensor, sometimes flexor. This variable condition was not infrequently the precursor of a perm*nnently.extensor reflex.
Dr. FARQUHAR BUZZARD said he had obtained an extensor response on the right side on stimulating the outer part of the sole, and a flexor response on stimulating the inner side, which was the usual condition of things in the indefinite cases. With regard to the relaxation of contractures under an anesthetic, he recently had a case in hospital which had some interest in that connection, namely, a contracture of the flexors of the hip and knee. It appeared to be purely functional and lasted more than two years. Under an anesthetic it could be reduced considerably, but not completely. He agreed that contracture could form as a result of prolonged hysterical flexion, but in those cases he thought some reduction under ansesthetics was always possible. He asked whether Dr. Wilfred Harris obtained partial reduction under chloroform.
Dr. HARRIS said it was partially reduced, but went back afterwards.
Case of Primary Spastic Paraplegia illustrating, the Nature of Schafer's Reflex.
By ERNEST JONES, M.D.
History.-Patient, a boy, aged 11, began to walk when aged 2, and has always had difficulty in walking; this has very slowly progressed. No backwardness in speech or* intelligence. He is the second of three children, the other two being healthy. The labour was natural and easy.
There is no evidence of syphilis in himself or parents. No similar case known in family. Physical Signs.-Hypertonicity of lower limbs; spastic gait; talipes equino-varus, more marked on right; coldness of feet. All deep reflexes in lower limbs greatly exaggerated in activity, and a crossed adductorjerk can be obtained by striking the adductor tubercle, the patella, or the patella tendon. Rectusand ankle-clonus marked. Babinski, Oppenheim, Remak signs positive; Mendel negative. Schiifer's paradoxical reflex can be obtained by either pressing on the insertion of the gastrocnemius or by strong stimulation of the overlying skin; it is therefore probably a cutaneous reflex.
Dr. JONES said he thought the case interesting from the points of view both of physical signs and of diagnosis. It showed many of the signs indicating pyramidal disease, including the paradoxical reflex. This was described first by Schiifer in 1899; then independently by Gordon in 1904. It consisted in an extensor toe response elicited by pressure over the gastrocnemius. The same response could, however, be obtained by pinching the skin over the muscle, so' that, as Lasaren showed in 1904, it was really a cutaneous reflex. In cases
